A dmissions and search committees often include 1 or more diversity champions focused on recruitment of underrepresented minority (URM) students, trainees, faculty, and leaders in order to enhance diversity in medicine. It has been suggested that as a best practice for URM recruitment at medical schools, "institutions should deploy senior URM faculty, residents, and students to serve on admissions committees as recruiters, interviewers, and voting committee members" (1) . Yet, despite the tireless efforts of many people, progress has been slow. In addition, this practice has created the well-known "minority tax," the disproportionate burden and resulting emotional exhaustion that many URM persons face by having to represent, advocate for, and be ambassadors for URM groups in an effort to achieve diversity, even though these efforts may not advance their own positions and are not typically valued in the promotion and tenure process. Making URM recruitment the focus of a group of diversity champions who are themselves mostly from URM groups may unintentionally lessen responsibility for this core function among those in the majority. Assigning roles and responsibilities of diversity champions on the basis of gender, race, ethnicity, or sexual orientation can create the counterpart of the minority tax-a "majority subsidy" that may provide some persons with the time and opportunity to devote to their career advancement that others do not have, thereby contributing to a vicious cycle that inhibits progress in diversity and inclusion.
This majority subsidy is created when diversity and inclusion are "owned" primarily by a small number of persons from URM groups and diversity efforts are marginalized. When this occurs, diversity and inclusion are no longer treated as a critical aspect of an institution's mission. Would we ever allow clinical excellence, professionalism, and scientific discovery to be championed by only a few? Although it may be assumed that everyone in medical education and health care should be motivated to advocate for diversity, a powerful force can unknowingly make it challenging for some in the majority to do so, even if they recognize intellectually that it is the right thing to do. This is because the majority subsidy creates structural advantages that help some persons advance their careers and provide greater opportunity for those in the majority to attain leadership positions. In this way, the majority subsidy can perpetuate the disparities in the representation of URM groups in medical school and hospital leadership. These disparities exist not only for racial and ethnic minorities but for women as well (2, 3) .
There is a perception among health care organizations that "leadership, the faculty, all hold on to positions of power and promote and protect their own," and some have suggested that organizations should provide administrators, leaders, and mentors with mandatory training on implicit bias and inclusive leadership skills (4). This more broad-based approach to diversity seems more likely to result in positive change than farming this important issue out to a diversity advocate or subcommittee. Indeed, evidence suggests that more general interventions that target diversity actually work. For example, in one study, all 140 members of a medical school admissions committee completed the blackwhite implicit association test (which measures unconscious attitudes and biases) and were provided the results before the next interviewing cycle. The class that matriculated after that exercise was the most diverse in that institution's history (5) . In another study, implementation of a gender bias habit-breaking intervention in a cluster randomized trial resulted in an increase in the proportion of women hired by departments in the intervention group versus no change in those in the control group (6) .
What can be done to eliminate the majority subsidy in order to achieve excellence in health care and be a better public trust? All members of an organization must see issues related to race, ethnicity, sexual orientation, and gender as belonging to them, not solely to advocates who are members of a subcommittee or task force. Every member of every committee with the authority to select, hire, or promote must recognize the value and importance of diversity as a means to achieve excellence. Every member of these committees should undergo training on implicit bias, and such training should be required for faculty to be eligible for academic promotion and incentive bonuses. Participation in efforts that support the recruitment and promotion of URM trainees and faculty should be recognized and rewarded in the promotion and tenure process, regardless of whether those who engage in them are from URM groups. Both URM and non-URM faculty should receive mentor training and be required to serve as mentors for URM trainees and junior faculty, and templates for the curriculum vitae for academic promotion should have a section on participation in diversity and inclusion activities so that these mentoring roles can be included. The time that faculty spend on such activities should be supported by medical schools and hospitals so that everyone is encouraged to participate in this important work. Performance metrics, especially those for institutional leaders, must be more explicitly tied to diversity efforts and outcomes. The degree to which diversity is promoted and achieved should be an important component of how health care institutions and academic departments determine compensation, incentive bonuses, academic promotion, and qualifications for leadership positions for all persons. Many academic departments and hospitals have compensation This article was published at Annals.org on 29 October 2019.
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plans with components that align with institutional goals and objectives. These plans often apply specific percentages or weights to productivity and performance metrics. In the future, all such plans should include a specific metric for diversity and inclusion activities. These strategies should help eliminate the majority subsidy and should help achieve real progress in enhancing diversity in medical education and health care. 
